Reply
Thank you very much for having appreciated the article; it is a pleasure for us answering your questions.
Regarding the first point, we precise that the dominant histologic pattern was nonnecrotizing granulomas and that the central necrosis was apparent only in a few granulomas as reported in the literature. [1] This pattern is consistent with sarcoidosis and in our opinion, it is related to very active process.
Second, bronchial alveolar lavage and transbronchial biopsy were performed in the lateral segment of middle lobe. This area showed diffuse ground-glass opacities with isolated or confluent small nodules on the chest computed tomography (CT) scan. No bleeding occurred.
Third, about the chest CT-specific findings, we clarify that, as reported in Figure 2 , the chest CT showed a predominant ground-glass pattern with isolated or confluent small nodules. Although ground-glass opacities have been observed in CT (nearly 40% of patients with pulmonary sarcoidosis), an extensive ground-glass pattern is very uncommon.
[2] Therefore, we believe that the detection of this radiological pattern of the presentation can only suggest the abrupt onset of an active disease.
Letters to the Editor
How to cite this article: Tamura T, Watanabe H, Satoh H. Sarcoidosis presenting with acute respiratory distress syndrome. Ann Thorac [1] First, how the authors evaluated the best timing of video-assisted thoracoscopic surgery (VATS) decortication of empyema? In the manuscript, many patients had leukocytosis due to the continuation of local inflammation at pleural space. We do fear whether the control of local inflammation is mandatory to perform the decortication. Second, we do appreciate hearing from the authors how preoperative evaluation with regards to "adhesion" of pleura
